Introduction
============

Substance abuse is a major public health problem in the United States (US). A recent study released by the Substance Abuse and Mental Health Services Administration (SAMHSA) indicates that the prevalence of illicit drug use among Americans increased between 2008 and 2010.[@b1-sar-3-027] Almost 9% of the population, representing over 22 million individuals 12 years of age or older are current illicit drug users. Yet, the substance abuse treatment needs of Americans have generally gone unmet, with only 11.2% of those needing substance abuse treatment receiving treatment.[@b1-sar-3-027] The unmet treatment needs of lesbian, gay, bisexual and transgendered (LGBT) substance users is thought to be disproportionately high, although it is difficult to determine given that many large scale surveys and treatment studies do not inquire about sexual orientation and many LGBT individuals may not be comfortable reporting their sexual orientation status at treatment entry.[@b2-sar-3-027]

From a historical perspective, substance abuse treatment was developed for adult heterosexual men without regard to non-normative sexuality, gender, age and cultural considerations.[@b3-sar-3-027],[@b4-sar-3-027] In the early 1990s there was a concerted focus on developing and delivering women-centered substance abuse treatment, including residential programs for women and children.[@b5-sar-3-027] More recently, research and service providers have attended to the specific needs of adolescents, taking into account developmental stage, cognition, and the multiple systems of care in which youth participate (eg, medical, education, legal, familial).[@b6-sar-3-027] In addition, culturally competent programs have emerged for ethnic minorities -- particularly for American Indians and Alaska Natives[@b7-sar-3-027] -- as have specialized programs for sexual minorities.[@b8-sar-3-027]

While debate in the literature exists as to whether the focus should be on providing specialized substance abuse treatment programs for LGBT individuals or whether the focus should be on training substance abuse counselors to better meet their needs within a mixed treatment setting, there is some agreement on the particular issues that face LGBT individuals. A few of these issues include family rejection and lack of social support[@b9-sar-3-027]--[@b11-sar-3-027]; stigma and minority stress;[@b12-sar-3-027]--[@b17-sar-3-027] and abuse and harassment.[@b18-sar-3-027],[@b19-sar-3-027] Moreover, recent research has noted that these issues are often substantially amplified for transgender individuals, especially male to female transgender, and include increased health concerns such as victimization, homelessness, and risk for -- and incidence of -- human immunodeficiency virus (HIV/AIDS).[@b20-sar-3-027],[@b21-sar-3-027]

Published research conducted on substance use among LGBT is informative, yet limited.[@b22-sar-3-027],[@b23-sar-3-027] Research that has been conducted is often hampered by small sample sizes, non-representative samples, challenges in defining sexual orientation (eg, sexual identity versus sexual behavior versus sexual preference), analysis issues (eg, combining lesbian and bisexual women into one category), and other methodological problems.[@b12-sar-3-027],[@b24-sar-3-027]--[@b28-sar-3-027] Research on LGBT youth is further complicated by regulatory issues of requiring parental consent, particularly when the youth are not "out" to the parent(s) or guardian(s), which for some youth "coming out" could mean familial rejection and/or physical harm.[@b23-sar-3-027] Given the limited knowledge with regard to LBT substance users, the purpose of this manuscript is to review the existing literature and add new data in order to illuminate the risk factors associated with substance abuse for LBT women and to make recommendations for providing LBT-competent substance abuse treatment.

Substance abuse and related issues for LBT women
================================================

For the most part, past research indicates higher levels of alcohol and other drug (AOD) use among sexual minority populations when compared to heterosexuals. In attempting to understand the etiology of substance use among this population, researchers have looked at various risk factors for AOD use including issues of family rejection and lack of social support, stigma and minority stress, and harassment and abuse -- issues which are examined in more detail below.

Alcohol and drug use among LBT women
------------------------------------

Community-based studies that have compared prevalence rates and problems with AOD use among LBT and heterosexual women have generally concluded that LBT women have higher incidence of and greater problems associated with AOD use.[@b2-sar-3-027],[@b12-sar-3-027],[@b19-sar-3-027],[@b29-sar-3-027] Moreover, meta-analyses looking at both adult studies[@b30-sar-3-027] and youth studies[@b31-sar-3-027] conclude that overall LBT females are more likely to report substance use compared to their heterosexual counterparts. Given the results from community-based research, it is not then surprising that LBT women enrolled in substance abuse treatment programs also report higher levels of substance abuse compared to heterosexual women, along with more severe problems associated with AOD use such as greater psychopathology and a greater need for medical services.[@b26-sar-3-027],[@b32-sar-3-027]

Variations in research findings with regard to women and substance use have been noted given the complexity of the issue. For example, the setting in which subject recruitment occurs (eg, college campus versus community based) may influence outcomes. Research has found that lesbian and bisexual college students reported similar levels of alcohol use but elevated levels of drug use.[@b33-sar-3-027] This is in contrast to community-based studies that show higher levels of alcohol use among lesbian and bisexual women. Meanwhile, other studies that have examined differences in substance use across multiple sexual identity groups have found notable variations between groups.[@b31-sar-3-027],[@b34-sar-3-027] For example, research has found that bisexual women were more likely than heterosexual women to report marijuana use, while mainly (but not exclusively) heterosexual women were more likely than exclusively heterosexual women to report at-risk (binge) drinking.[@b12-sar-3-027] Other research has found that lesbian and bi-sexual women had greater odds of reporting current alcohol related problems compared to heterosexual women,[@b2-sar-3-027] and that LBT women were more likely to report heroin use -- a drug associated with needle-related health risks.[@b26-sar-3-027]

New data from our own programs that work with LGBT and straight allied substance involved youth indicate a wide range in the frequency of substance use among participants. Data from the Prism Project (2003--2008) that enrolled 268 participants, aged 13--23 years, in a community-based LGBT youth center indicate that the majority of youth were not daily users of alcohol and/or illicit substances. Youth (47.8% Caucasian) identified themselves as female (51.1%), male (42.2%), or transgender (6.7%); and as either a heterosexual straight allied (24.3%), bisexual (24.6%), gay (21.3%), lesbian (13.1%), queer (3.7%), questioning, not sure, or other (6.4%), or unknown (6.6%). Data, collected by external evaluators from the University of Arizona (UA) using a reliable and valid assessment, the Global Appraisal of Individual Needs (GAIN)[@b35-sar-3-027] indicate that one of five youth (19.4%) reported not engaging in any AOD use during the 30 days prior to program enrollment, while 66.8% reported using 1--10 days in the previous 30 days. Only 14.8% very were frequent users -- using 11--30 days during the 30 days prior to enrollment. Variations in substance use by sexual identity groups were evidenced, with transgender participants reporting more recent drug use compared to LGB youth as noted in the project final evaluation report.[@b21-sar-3-027]

New data is currently being collected from a second project, My Treatment Empowerment for Adolescents on the Move (iTEAM) (2009 and ongoing), at the same LGBT youth center. Using the GAIN,[@b35-sar-3-027] independent evaluators from the UA have collected data on 112 homeless/near homeless participants, aged 15--23 years. Youth (32.0% Caucasian) identified themselves as female (43.8%), male (53.6%) or transgender (2.7%). With regard to substance use, about half (48.4%) reported not engaging in illicit substance use during the previous 3 months and less than half (43.2%) reported not engaging in alcohol use in the 3 months prior to entering the program.[@b36-sar-3-027] Thus, while substance abuse may be a problem for many LGBT youth and young adults, a sizable percentage of LGBT youth are able to abstain from use.

Previously published substance use data from our adult women's-centered street outreach program, Community Outreach Project on AIDS in Southern Arizona for Women (COPASA for Women) (1998--2004), which enrolled 727 actively using crack cocaine and/or injection drug users, or female partners of injection drug users (68.0% Caucasian), indicate significantly higher levels of substance use among lesbian and bisexual women (n = 117) compared to heterosexual women (n = 610). Several research assessments were used in this project including scales, matrixes and items from the Risk Behavior Assessment, a research instrument with good reliability and validity developed by National Institute on Drug Abuse research investigators.[@b37-sar-3-027],[@b38-sar-3-027] Data were collected by UA personnel who also facilitated a women's-centered HIV risk reduction intervention. Data from this project indicated that more lesbians (54.2%) reported injection drug use compared to women who identified as heterosexual (40.7%).[@b39-sar-3-027] Thus, health problems associated with needle use (eg, HIV, hepatitis C) are of particular concern for women who are substance-involved and identify as lesbians.

The prevalence rates of substance use and abuse among the LGBT population has been difficult to determine.[@b40-sar-3-027] Estimates of the overall LGBT population range from 2% to 13%, with a recent study reporting that at least six million people living in the US are LGBT.[@b41-sar-3-027] Estimating the percentage of women who are lesbians or bisexuals, other research reports that perhaps 10% of adult American women are either lesbian or bisexual.[@b42-sar-3-027] Outreach programs for female drug users as well as residential substance abuse treatment programs for women report that enrollments include less than 5% LBT women.[@b39-sar-3-027] Given that the majority of research suggests that AOD use is higher among LBT women, there appears to be an under-enrollment of LBT women in community-based and residential substance abuse treatment programs; a cause for concern with regard to (1) ineffective outreach and treatment engagement strategies, (2) deficiencies in providing appropriate screening at intake for sexual orientation, and (3) the need for LBT-competent substance abuse programs that prove to be effective in serving this population.

Family rejection and social support
-----------------------------------

The family of origin's response to disclosure of an LGBT identity can have a profound and long lasting effect. Responses can range from acceptance and support, to tolerance or avoidance, to rejection and abuse. Negative responses often have a devastating effect on the individual, particularly for youth who often do not have well-developed coping strategies, resources to be on their own, or other forms of social support.[@b40-sar-3-027] Most studies examining family rejection and self-disclosure do not distinguish between LGBT groups, rather they insist on LGBT as an identity monolith. Closer examination of data by subgroups would inform on the appropriateness of intervention strategies -- fostering the potential to impact self-efficacy, improve mental health status, and reduce risk behaviors Additionally, most studies focus on LGBT adolescents and young adults, given the close relationship and need for immediate family at that age. Research has found that higher levels of family rejection during one's adolescence were significantly associated with poorer health outcomes for young LGBT adults aged 21--25 years compared with non-LGBT adults aged 21--25 years, and that they will also be 8.4 times more likely to have attempted suicide, 5.9 times more likely to report high levels of depression, 3.4 times more likely to engage in unprotected sexual intercourse, and 3.4 times more likely to have used illegal drugs.[@b11-sar-3-027]

Many LGBT individuals experience high levels of anxiety about being rejected by friends and family members prior to disclosure, and for many rejection is what they experience once they do disclose identifying as LBGT.[@b43-sar-3-027] A recent study looks beyond disclosure and family rejection and examines the effect of the sheer number of rejecting reactions to disclosing one's minority sexual identity.[@b44-sar-3-027] Findings indicated that experiencing more rejecting reactions was associated with greater AOD use. However, the more accepting reactions a person experiences with regard to their disclosure protects from this negative effect of rejecting reactions for alcohol use but not drug use. These findings highlight the benefit that an accepting non-familial environment might have on the prevention of AOD use -- calling for dedicated LGBT community youth centers and other LGBT-accepting social and treatment milieus.

New data from the Prism Project indicates that of the 268 participants, 68.0% reported that their family members feel very close to each other, 63.5% had family members that like to spend time with each other, and 60.6% had families that asked each other for help. Unfortunately, 17.7% of youth had families that did not fit any of the three positive descriptions.[@b45-sar-3-027] The majority of youth (75.1%) had disclosed their sexual orientation to their families, and over half (52.5%) were generally open with their family about their life. While these are somewhat promising data, concern remains for those 24.9% who had not disclosed their sexual orientation status to family and for the 47.5% who remain -- in a more general way -- closed to family members knowing about their life.

Newly analyzed data from the COPASA for Women street outreach program shows that of the 117 self-identified lesbian or bisexual women almost two-thirds (63.2%) reported having moderate to extreme problems with family members, and almost half (45.1%) reported moderate to extreme problems with non-family members. Moreover, new data from two adult women's residential substance abuse treatment programs (Mujer Sana 2002--2008; Herstory to Health 2008--present), which also used a modification of the Risk Behavior Assessment[@b37-sar-3-027],[@b38-sar-3-027] as the main data collection instrument denotes that of the 1,171 participants, 98 (8.4%) self-identified as LBT women. The research assessment and was administered by UA personnel who served as both research interviewers and sexual health interventionist. Participants in Mujer Sana (61.0% Caucasian) were recruited from women's residential substance abuse treatment programs, while participants in Herstory to Health (40.0% Caucasian) were recruited from a residential substance abuse treatment program and through outreach to homeless women living on the streets. The percentage of women reporting moderate to extreme problems with family members was 80% for Mujer Sana, and 55.2% for Herstory to Health. The percentage of women reporting moderate to extreme problems with non-family members was 65.7% for Mujer Sana, and 63.3% for Herstory to Health.[@b45-sar-3-027] In part, the severity of drug use may be the complicating factor responsible for such a high percentage of LBT women reporting such familial and non-familial problems. Yet more in depth research needs to be conducted to understand the intersection of gender, sexual identity, family relations and substance use.

Newly analyzed data from the Mujer Sana and Herstory to Health projects also indicate differences between LBT and heterosexual women with regard to familial problems and social support from friends. These data show that a higher percent of LBT women have problems with family (55.2%) compared to heterosexual women (49.0%).[@b46-sar-3-027] However, a higher percentage of LBT women (80.6%) report being satisfied/very satisfied with social support from friends when compared to heterosexual women (69.2%). Perhaps LBT women are selecting a "family of choice" for support rather than relying on family members with whom they have problems.

Stigma and minority stress
--------------------------

Stigma is a personal quality or condition that is considered by the majority population to be deviant or in some way diminishes the person's status or worth.[@b47-sar-3-027] Stigma has been closely associated with conditions such as obesity, AIDS, mental illness, substance abuse, female gender, and sexual minority status. Stigmatized people often experience discrimination in the workplace, educational institutions, healthcare (including substance abuse treatment) and other life contexts and they may be the recipient of verbal and physical harassment.[@b48-sar-3-027] For LBT women who have a co-morbid mental health and substance abuse disorder, a quadruple stigma label applies (eg, female, sexual minority, mental health disorder, substance abuse disorder). Stigma may affect one's psychological health in which the person internalizes the stigma engendered by the majority or power position, adding additional stress and leading to increases in substance use and other high risk behaviors.[@b49-sar-3-027]

Stigma faced by LBT substance using women lies at the intersection of gender and sexuality based oppression, and is intertwined with views about gender and behaviors appropriate for women.[@b47-sar-3-027] Historically, AOD use has been more acceptable for men as has been heterosexual promiscuity.[@b50-sar-3-027] Whether the stigma associated with non-normative sexual minority identity is religiously (morally) based or medically (pathologically) based, the social injustices experienced and internalized create pathways to substance use either directly or mediated though mental health symptoms -- particularly anxiety and depression.[@b13-sar-3-027],[@b49-sar-3-027],[@b50-sar-3-027]

Many heterosexual and LBGT substance users have endured stressful life situations with research indicating a correlation between substance abuse and stress.[@b12-sar-3-027],[@b51-sar-3-027] For LGBT individuals, minority stress is an added stressor. Minority stress is a phenomenon that applies to many groups with a minority identity (eg, gravely ill; handicapped; mentally ill). For LGBT individuals, they may experience physical and emotional stress as a result of being a sexual minority in a society that is anti-gay.[@b52-sar-3-027] Level of minority stress varies depending on the life context and experiences of the individual. It may also vary more generally between sexual minority groups. Research points to the concern that bisexuals may experience even higher levels of minority stress given the potential for marginalization from both gay and straight communities.[@b53-sar-3-027] This coincides with other research suggesting that bisexual women may be relatively more isolated given the lack of a congruent and visible community.[@b54-sar-3-027] Research findings with LBT women indicate stress as an important predictor of substance abuse, leading researchers to call for more systematic examinations of the relationship between substance use and minority stress in sexual minority women.[@b12-sar-3-027]

New data from the iTEAM project suggest elevated stress levels for program participants. Childhood trauma, grief and loss, and harassment and abuse -- both familial and from other sources -- has been reported by both youth and adult LBT women. In a 90 minute focus group with 14 LBT women, the unsolicited term "stress" was used 24 times when discussing why LBT women used AOD or were at-risk for using AOD. Stress was mentioned in context of family, school, housing, peer relationships, and in association with being LBT women. While none of the focus group participants used the term "minority stress", the majority of the time in which stress was mention it was used in concert with sexual minority identity.

Abuse and harassment
--------------------

Experiences of abuse and harassment are common among LGBT individuals. Like their heterosexual counterparts, a substantial number of substance users have lived in abusive or neglectful homes when growing up. Direct and mediated links (eg, depression) between childhood sexual abuse (CSA) and later substance use have been established for both heterosexual and LBT women. Data from women enrolled in substance abuse treatment programs consistently report higher levels of CSA than data from community samples.[@b50-sar-3-027] Estimates of prevalence rates for CSA vary widely but generally studies have reported higher levels of CSA for sexual minority women.[@b55-sar-3-027]

Experiences of CSA vary as well. Data from the COPASA for Women project indicate that about half of the women who identified as lesbians reported some types of CSA. The type of CSA varied somewhat with 50.0% having been forced to see other's genitalia; 47.0% forced to show her genitalia; 41.9% talked dirty to or shown pornographic pictures; 59.8% touched in a sexual way; and 41.9% reporting that she had a penis or other object in her vagina.[@b45-sar-3-027] Past research suggests that some forms of CSA may be more traumatic than others, yet individual differences in responses to CSA are pronounced and thus clinicians need to assess for and address all forms of CSA.[@b50-sar-3-027]

There is a reluctance to acknowledge intimate partner violence (IPV), particularly in lesbian relationships in which professionals, family and friends have a difficult time believing that women might inflict harm on another woman.[@b56-sar-3-027] Estimates of IPV vary across populations, with estimates from primary healthcare setting ranging from 7% to 50%.[@b57-sar-3-027] Incidence of IPV is particularly high among those who use AOD,[@b58-sar-3-027] and IPV acts vary considerably among substance users.[@b59-sar-3-027] A close examination comparing types of IPV experienced by substance using heterosexual versus lesbian women reveals differences in the types of abuse reported. Research has looked at both IPV victimization and perpetration, noting that lesbians reported less verbal abuse and less frequent threats with dangerous objects than heterosexuals, yet they demanded more obedience.[@b39-sar-3-027] Similar rates were reported for strangling and beating, leading the authors to consider "power" as a higher level construct over a "gender framework", and within which gender roles and expectations then become important.

While CSA, IPV and other forms of abuse and harassment are experienced by both heterosexual and sexual minority women, LBT women, especially youth, experience unique forms of abuse and harassment that are directly related to their sexual identity and behavior. Peer relationships are of maximum importance at the same time when youth are beginning to understand their own sense of sexuality. Concern over being rejected, harassed, ridiculed, and abused if they were "discovered" or if they disclosed their sexual minority orientation keeps teens silent. Yet, keeping silent about their sexuality results in isolation from their peers (and family).[@b17-sar-3-027] This fear is real and noted in numerous studies that have documented the percentage of LGBT youth who, due to their sexual orientation, have been verbally, physically or sexually assaulted, threatened, harassed, robbed or mistreated in numerous other ways both by peers and adults.[@b17-sar-3-027]

Newly analyzed data from the Prism Project indicate that the majority of participants experienced harassment in school (70.8%) or outside of school (69.2%), with more than 50% reporting that they were harassed because of their sexual orientation or gender expression. Almost all (89.2%) reported having been attacked or abused in their lifetime and a significant percentage (16.8%) had been attacked or abused on more than five of the past 90 days.[@b45-sar-3-027]

Newly analyzed data from the Herstory to Health project, indicate differences between LBT and heterosexual women with regard to physical and sexual abuse. LBT women more frequently report having been raped (56.7% LBT vs 46.2% heterosexual); fear of future sexual abuse (64.2% LBT vs 39.9% heterosexual); and fear of future physical abuse (70.1% LBT vs 58.9% heterosexual).[@b46-sar-3-027] Abuse, harassment, and fear of future abuse and harassment is clearly an issue for all substance using women, and is even more elevated for LBT women -- an issue that must be addressed in community centers and substance abuse treatment programs.

Treatment recommendations
=========================

Theory-driven and evidence-based interventions in substance abuse treatment
---------------------------------------------------------------------------

During the past two decades, there has been an emphasis on documenting the effectiveness of theory-guided substance abuse treatment programs and on having treatment providers implement programs that have been assessed to be effective. SAMHSA's National Registry of Evidence-Based Programs and Practices[@b60-sar-3-027] makes available a menu of programs that have been assessed to be effective in addressing adolescent and adult substance abuse, with several documenting the efficacy in working with female and ethnic minority populations. Less is known about effective models of care for LBT women.

Unique risk factors for substance abuse for LBT individuals, such as family rejection and lack of social support, stigma and minority stress, and abuse and harassment, may call for unique theoretical perspectives to guide the development and delivery of substance abuse treatment interventions for them. Given that these unique risk factors are explicitly connected to sexual identity, theories that emphasize the nature of gender and gender identity may be superior for guiding the development and delivery of substance abuse treatment interventions for LBT women, including feminist theory, queer theory or transgender theory.

Feminist theory takes into account the legal, economic, and social context of women's lives and the multiple oppressions that women face.[@b61-sar-3-027] A person's gender is thought to be the superseding factor that identifies the person, their relationship to others, and their social experiences.[@b62-sar-3-027] Oppression is the prevailing element in substance abuse treatment interventions based on feminist theory,[@b50-sar-3-027] with interventions addressing both the structural (eg, legal, economic, social) as well as the personal (eg, relationships, abuse) issues in women's lives. Yet, while feminist theory addresses the issue of sexism and oppression it does not specifically address the heightened and unique issues of sexism and oppression experienced by LBT women as does queer and transgender theory.

Queer theory is a theoretical orientation for how identity is to be understood. Queer theory takes the position that gender roles, gender identity, and sexual orientations are social constructs and are open to questioning, subversion and self-construction. Queer theory challenges hetero-normative assumptions about sexuality,[@b63-sar-3-027] yet it has been criticized for retaining the gender binary that builds on the male versus female category construction.[@b64-sar-3-027] Queer theory thus may be off-putting to transgender individuals who may be living between the two binary gender categories.

In an effort to go beyond binary gender categories that remain in feminist theory and queer theory, transgender theory calls attention to the importance of physical embodiment in sexual and gender identity -- integrating the self with socially constructive aspects of identity.[@b64-sar-3-027] To this author's knowledge, there are no theoretically guided or evidenced-based substance abuse treatment programs based on queer or transgender theory, although recommendations for working with LBGT substance users have been noted in the literature as discussed below.

LBT status and substance abuse treatment practices
--------------------------------------------------

Specialized substance abuse treatment programs that serve only LGBT individuals, while infrequent, are available in some communities[@b8-sar-3-027] and have been shown to effectively serve this population. Yet, some argue that substance abuse treatment providers should be challenged to meet the specific needs of LGBT substance users in a mixed setting, thus reducing further segregation and marginalization of LGBT individuals. This author's position is that we need both. Community-based programs specifically for LGBT adolescents and young adults are particularly important given the enhanced need to assist this young group with (1) disclosing their sexual minority identity, (2) issues of family rejection, (3) lack of housing and other stability factors (particularly those experiencing family rejection), and the (4) need for a safe environment given extreme levels of abuse and harassment due to their gender expression. However, given limited funding for substance abuse treatment and the fact that most LBT women will be treated in a setting that serves both LBT and heterosexual persons, clinical practice must provide LBT-informed care.

To identify and engage LBT AOD abusers in substance abuse treatment, communities must provide outreach and identification activities that are informative, inclusive, and sensitive to sexual orientation. The US education and medical systems may provide the best opportunity for outreach, identification, and an entrance pathway to treatment. School-based programs may best be implemented through coordination with community programs and volunteers who are trained in LGBT history and care. School counselors need to be informed on LGBT issues and should be knowledgeable about community-based service programs that meet the needs of LBT individuals. It should be noted, however, that our own work indicates that many programs report being sensitive to the needs of LBT women, yet LBT women enrolled in our programs often report differently. Thus, informed knowledge is best generated from LBT women themselves.

Medical providers, including primary care physicians, have the opportunity to identify and refer patients to substance abuse treatment or provide such treatment themselves. With the passage of health care reform, integration of substance abuse and mental health screening and treatment into primary and other health care settings is expected to move forward. Training for medical providers on the signs and symptoms of AOD abuse and the specific health care needs of LGBT populations is critical. A survey of deans at medical schools in the US and Canada finds that the medium amount of time undergraduate medical school education is dedicated to topics related to health care needs of LGBT patients is only 5 hours.[@b65-sar-3-027] An increase in LGBT-specific training for medical students, medical doctors and other health care providers could positively impact the number of LBT women receiving appropriate substance abuse treatment and consequently affect their overall health profile.

Successful treatment begins with a thorough assessment that is non-judgmental and inclusive of sexual orientation. LBT women entering treatment may be reluctant to disclose their sexual orientation. Data indicate that only asking about sexual behavior at treatment entry will miss over one-third of adolescents self-identifying as LGBT, calling for the inclusion of multiple questions that ask about sexual identity, sexual attraction, as well as sexual behavior.[@b66-sar-3-027] Importantly, initial (and ongoing) assessment should include questions about the "coming out" process, and specific experiences (positive and negative), specifically with regard to their sexual minority identity. A greater understanding of these issues will contribute to a more operative treatment plan.

During the assessment process as well as in the treatment milieu, counseling staff should refrain from making assumptions about health risks and social norms associated with identifying as an LBT person. For example, one should not assume that lesbians are not at risk for HIV. In fact, a substantial percentage of those identifying as lesbian women, and particularly bisexual women, have engaged in risky sex with at-risk men, and more lesbian women -- compared to heterosexual women -- report using drugs associated with needle use. Often pregnancy and parenting issues are overlooked even though data indicate that many LBT women have children or desire to have children. Data from our focus group with 14 LBT young women aged 15--23 years, indicate that two of the women had children and ten of the 14 planned to be a parent at some time in their life. Moreover, IPV is often not considered to be a "lesbian issue" even though most data indicate that lesbian women have equally high rates of IPV.

Language is an important aspect of treatment. Sexual slurs and LGBT jokes, while thought to be harmless, have a silencing effect and may keep the person from returning to treatment, and/or may be the basis for future AOD use. LBT-informed treatment includes asking clients the pronoun that they prefer to go by and encouraging other clients to use the pronoun of choice. Treatment workbooks and other program materials generally use heterosexual examples, thus conscious revisions to treatment curriculum materials are called for.

Finally, the unique issues that place LBGT individuals at risk for AOD use must be addressed directly in substance abuse treatment, including the issues articulated in this article: family rejection and lack of social support; stigma and minority stress; and abuse and harassment. Moreover, to prevent future AOD use, community-based recovery services and activities must be developed in which LBT women feel comfortable attending. Whether these are specific Alcoholics Anonymous or Narcotics Anonymous groups, drop in centers, school-based gay-straight alliances, recreational activities clubs, volunteer organizations, or other venues, unless LBT women feel welcomed, valued, supported and engaged in community, chances for relapse are significantly increased.

While resources and recommendations for providing substance abuse treatment for LBT substance users exist, the extent to which treatment facilities implement LGBT-centered approaches remains questionable.[@b67-sar-3-027],[@b68-sar-3-027] Research indicates that many counselors feel that their training is inadequate and that while, most counselors are accepting or neutral towards gay and lesbian clients, many have negative attitudes towards bisexual and transgender individuals.[@b34-sar-3-027] Training counselors to better understand the treatment needs of LBT women so they can provide competent treatment begins with having counselors examine their own biases towards LGBT individuals.

Conclusion
==========

Research on LBT women has generally compared prevalence rates of AOD use and associated health behaviors between LBT women and their heterosexual counterparts. For the most part, the data indicate greater severity of AOD use and similar or higher levels of health-related risk behaviors. However, the settings in which data has been collected on LBT women is often at bars, health clinics, or treatment centers which do not result in representative samples of all LBT women. Data from our LGBT youth center indicate that while many participants are frequent substance users, a sizable percentage are not -- calling into question the often assumed elevated prevalence of AOD use within the LGBT youth population. It may be that providing sexual minority youth with a safe and LGBT friendly community center may prevent future problems with AOD use, while also being able to offer LBGT-competent outpatient substance abuse treatment and referrals to more intensive treatment for those who need it.

While the etiology of substance use may be similar for heterosexual and LBT women, the added and elevated risk factors due to non-normative sexual orientation including family rejection and lack of social support, stigma and minority stress, and abuse and harassment must be addressed in substance abuse treatment. To effectively address these issues, counselor training is critical and an honest examination of personal bias is paramount to a counselor's ability to effectively work with these populations. While some recommend specialized and separate treatment programs for LBT women, given recent health care reform and the integration of health services into "health homes", specialized treatment may be rare. Thus, an urgent need for training exists -- not only for health providers to be able to identify, refer and/or treat AOD abusers, but to meet the specific substance abuse treatment needs of sexual minority individuals.

Future research is critical including research that examines models of care designed to meet the needs of LBT women and based on gender theories that account for the overarching thesis of non-normative sexual identity. In looking at evidence of treatment effectiveness, separating out treatment effects for lesbians compared to bisexual and compared to transgender women will assist in determining how to better serve these non-monolithic groups. Finally, given that the vast majority of the research has been facilitated on the LBT women with substance use and other health-related problems, future research should also focus on non-substance involved, healthy, and empowered LBT women and their resiliency to substance use which, in turn, may further inform on effective treatment strategies.
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